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Chapte r 


I. Thyroidectomy . 

Z. Radical Mastectomy . 

3. Hernial Operations . 

4. Sympathectomy . 

5. Amputation . 

6. Operations for Varicose Vein 

7. Venous Cut down . 

8. Ingrowing Joe nail . 

9. Setaceous Cyst . 

10. Management of Abscesses.... 


.Abdominal Incisions . 

1. Gastrostomy . 

2. Gastrectomy . 

3. Splenectomy .. 

а. Cholecystectomy. . 

5. Exploration of CRO . 

б. Appendlcectamy . 

7. Colostomy .. 

8. Haemorrhoidectomy . 

9. Operations for Anal fissure 
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. Renal Incisions . 

1. Nephrostomy. . . 

2. Nephrectomy . 

3. Removal of Renal Stones 

4. Uretero -lithotomy 

5. Cystollthotomy . 

6. Prostatectomy .• 

7. Circumcision .. 


1. UndescendedTestls. 

2. Varicoele . 

3. Hydrocele . 


I Tracheostomy. 
2. Rib Resection 


With my Best Wishes 

Dr. WaelMetwaly 

Tel : 7226206 
• Mob : 012 24664*13 



























































r. 11 mres 


Absorbable 


Non Absorbable 

( | ) N-toral : 


( I i Natural: 

As chromic l cl gut 


As Silk 

(111 Syuthrik: 


(H> SMrtlisfc i 

As Vicryl ft Dexon 

InJicfllians 

As Prolitxr ft Nylon 

<D Ligate Vessels ■ 


<b I endon ft Nerve repairc 

(A Close. ft Peritoneum . 


® Hcmial repairs . 

& Approximate '..luwl©. 


0> Closure of bkrotSdk) 


m Stl.cties 


<J> Simple Interrupted sutures -► 

e.g Skin closure 


& Continuous sum res 


-*■ 


c u. Peritoneum 


C 1 ‘ Irtet ruptc.d tAnuress sutures 
e.e My©'* repar 


s -► 

I. - 


wfe4^»- 
— r^rT' x 




:ro>' sutures 
u ilm inn Hemi.il reroin 


■ O- 

. invert a unilir 

ur:4 


L- 


* 


* 

* 


If] Operativ e Talk I 


Items to be discussed 

bidiuUwm 
( onlra-i/ulu at tons 
I'rr-operative preparation : 

As Thyrotoxicosis nr Colon surgery 
Operative details : 

• Aii osth 08 ia : For “ 

<a\Opcrationsfc£icw umbilicus ; General or spina! Anaesthesia 

(b) Opemtions abov e umbilicus General Anaesthesia 

(c) Operations for loculizesL^ra Local Anaesthesia 


In.IL : We use prneral anesthesia usually mill diildicu] 


« Position. 

• Incision 

■ Slops : As the following % 

(a) bxposuic of the operative field . 

(b) Dissection Sc T.ieaiion of Blood vessels 

(c) Haemostasis, closure • drain 


N'.B ' Drains are removed when discharge from ii slops, 
h may be removed t- 
- After 1 days ir. iveck operations 
• Aftei 4 days in Abdomcn& Breast 


Pon-operative Care 

As pubc. ABP. Temp ... etc . 
complication* : 

[A[ Operative complications I 

• Shock, Infection n. pulmonary complication*. 
■ try He c from bleeding vessels 

• Injuries of impurlnut structuies 
JSl |PosT- oper ative e xpli cations 

• Wound lal.ciiim. 

• Hceuircncy . 







f ThyroidectomyJ 


[ThyroidectomyI 


Leaving only 

ih< posteromedial part with boring of the Trachea 
if isthmus should be excised . 

To 'P Preserve Para thyroid gland 
U' Preserve Thyroid function. 

® Avoid Injury of R.I..N. 

[ VIJ Closure " In layers " 

<D Infra-liyokJ muscle* arc appioxiniaicd in the 
middle lint A sutured transversely 
A drain is inserted on either side . 

<3> skin & pbtysma are closed as separated layers . 


III ] Extornal Laryngeal Norv 

Loss of High pitched voice 


Lh*r to ® Biiatcia! K.L.N injuries 

® Reactionary Hgc & Laryngeal oedema 
CD Tracheomalacia. 

IIV] Recurrent Thyrotoxicosis 

Due to Inadequate removal. 

IV ] M Yg fi gdmi: 

Due to excess glaixl is removed 


Appearance after 

Subtotal Removal 


Causes : CD Removal of all parathyroid gland . 

(Z> Interrupt tlicir Blood supply . 

<3> Fibrosis around the gland . 

Maiiifestatiuu . I Hltty 1 

* Manifest —► Carpo-pcdal spasm 

* Latent ► Chcvcstk’s sign & Trousseau's sign 

Inffllttfinf SIq» I V C« Clnconate 1(1 rc 10% 

) Reactionary Haemorrhage : within 24 hour. 

Cause : Slipped ligature as Bad Haemostasis . 

Manifestation ; Suffocation 
Inatmegf: [ UEaMUnaKMD! 1 

Through opening the wound even in bed then transfere tlie pnrient to 
operative theater. The wound will explored & the bleeding points arc secured 


1 I ] Vital signs obsrvuiion lor V H hours 
| II j Drains are removed at 2“ day 
| III J Stitches are removed ai 4thday , 


Conuncatfons 


.A [Operative co mplications 

• Shock. Infection A pulmonary complications )’ / 

• t iv Tim fiotn bleeding vessels. 

• Injurs oflmportantstractnrcs asRLN , Itacheautc 
[B] (Post-o ; five complications 


Cause : Acute Hyper-thyroidism because of bad pre-operative preparation lor toxicity 
M«n| lot), lions 

* symptoms ►muscular Excitability up to convulsion tl I iyspnea 

★ signs —►I'emp: t up to 41°C 

|—► pulse * up U> 1 (ylVmiii & Iricgulai . 

—► A B.P : t (Systole & Diastole) -» heart failure 


I IIJ Trache ■ A 1 aiyngiti* 

(III ] Difricui '- in swallowing A pain ui back of neck 




© Ice Pa cks to limb, lin'd & Abdomen -> A pyrexia 
a Q- Inhalation & A.B tor c,V*t Infection 
(J> Morphia for scdalion & lnderai for TuxiCily 

oiiiid Infectio n & Ugly sc ar. 


f I) Rocur t Laryni 'ol Norvo Injury 


mid linci Partial 


unilateral 


unilateral Bilateral 


Dyspnea Hoarsncxt 
on effort 


Suffocation sphoiA.a 





* [fiiiasiaesia | 

“General"' Endotracheal) Anaesthesia 


Supine"with bead Tilted to the opposite side & 
the unit on the same side is abducted 9iV-- 



including the Nipple <4 Areola 


(A) Halsted Incision 


(B) Transverse Incision 


Used only with Any 


Mow or above the Nipple 


located mass 


They arc dissected as following *■> 
/A! Smxriurbi • To the clavicle 
/«/ Interiorly I'o tlx* Rectus sbealb 
/Cf Medially : To il» suynuro . 

/• V La teral ly To the ’ nlrrior lion'c.- 
ol'Iottissmus dorsl. 


Latissmus 

dors: 


Rectus abdominis 


r " I Exposure of Axil :a : -- 

i he Axilla is opine! by din liny die p-tuorali* major at it's insertion 
IBra the clav).pectoral fascia is dissected & pectoral.' minor is divided at it’s 
msrit ou Kiii-ib Both triusd's an retracted with breast mass. 




Dividing the pectorulls minor 
(The pectoral it major in rctrncted) 


Dividing tbc prctorulis major 


[Radical Mastectomy) 



iirachiul plexus 
I . -Axillary artery 


| III) Str ucture s 4 

<D Whol e breast tissue. 

Q> bllipss including nipple <4 AtcoJa 
$ Pec total ly major & minor which 

including Intcrpcctnral group ol'L.Ns 
i.e 

© All Fat. Kascia & L.Ns in the Axilla 


[ IV ] l&usmrcs to ag.pifi3Qiyod : 

© Axillary ypsseli&JlJStVflS 
G> Cephalic ysin - 
® Nerve to ladssmus doisi 
tit Nerve to Semtus Anterior 
( V ] Structures to be aaC llfi ed : 3 
© Medial pectoral nerve 
a> Lateral pectoral nerve 
® Imcr-costobmchial nerve. 


Removal of the hreiut 
witb t he Pectomlis muscle* { 

of internal mammary anesy should be ligitejanl divided. 


Close with 2 drains one in the Axilla 
th e mhci in the lower pari of the wound 


Coi rogatrO 
Rubber Dr»i» 


ll.ffff Wildly fSE 


. Shock . Infection & pulmonary complications - 

• 1,0 Ugc : 1 ram hkeding vessels. , ,. 

SCiratus anterior — winging of scapula 

complications: 

| | | Hseinntomu ,,r tV0J|| d infection 

| II | Oedema o f m/l’vf limit • 

• CiU.ly pitting due to infection 

• Ult.bt.wny due to removal of exccs-s lymphatics. 

I III | Bridle sca r if «he inc««on crosses the axilla ''tiula t> 

of abduction of upper limb 



[Radical Mastectomy! 


LU O' (TART ope ration : 

1*1 \(UJAER Qy^Jrcntcctomv + Axillary L.Ns removal + &idiothcrapy. 
|B| \ TART\ Tum orectomy * Axillary L.Ns. removal * gadiotherapy 

V Irradiation 10 Mediasunum & Supraclavicular regions ) 
f for <D Small masses < 4 cm 
® Dig Breast 

® Well Differentiated lumour 

1 —I ® Young Female |--— 


' Usawtof d> Elliptical pair of skin with nipple A Areola 

® Whole Breast Tumor 'A; ' ■ 

® 2 Pectoral is muscles. 1 I*®‘. f 

® All Axillary L.Ns & fat Medial to Axillary vein 
* Lliief. Wion ot 

® Axillary vessels © N. to Setratus Anterior 

® Cephalic vein ® N. to Lalissmus Dor*. 

El MP.4iritd.Rni/'cn! Marttaomv of tl’atrx, (Most Widely Accepted) 

® Samcas lUhtcd but preservation of both pec totalis muscles. By 

(Cutting only at their insertions for better Cosmosis) 

GO '"erfded Radi cal Mastectomy (Not done Nowadays). 

O Radical Mastectomy * Removal of Internal Mammary L.Ns.. through sternotomy. 


> N.K. © 

"W 4 


^ ctom y 


* In tboris : 

® Stage 111 & IV cancer hioast. 

Mastitis r,ir< inomato&a. 

© Cyala-sa/cnma ptn I'oids. 

A Te^HliiUW: 

• An 1 Ui|Mnj ii incfsi.in is used 

• Removal of Breast. Nipp’Areola 

• Removal of r.iass 

'%.St I’rescn i. ; the iivctor. 1 ituscli 1 - 



HERHIAL OPERATlOHf 


1| Operations fotlnj;uinal Hernias 


Hernia 


Herniorrhap hy 

* Hsmuiumy ~ 

Narrowing the defoct & 
Rcpaiic of posterior wot: 
of inguinal canal 


| Hornioplasty 

* Hcnuamiuy - 

Rejxnr the defect by 
Synthetic material like 
pruline Mcsll 


| Herniotomy | 

* Removal of hernia! 
s»: • reduction of the 
contents only 


2. Direct Inguinal Hern ia 

. lh? Above ment ioned 3 Tinea of I lemial operations are suitable for 11 Indirect 
^ I nguinal Hernia *' gnly. 

flint* Direct Inguinal Heroin : Herniorrhaphy or Hemioptasty is done 


. L im\iAtAmv I. ll.lll' nillllf 



[ II l The 11io-inauinai MD!fl is protected 
Win ? To avoid paralysis of conjoint 
1 endon so prevent Diroct Hernia. 

[ III ] Tito spermatic cord in which the 

hernial sac lies is hooked by ring forceps 


incised longitudinally aivd the brninl 
sac is Identified hv being ^ 

® Pc.uh m shape 
© »hits in colour 

CD Antro* lateral to their cord structures 





















(Hernial operationl 


The neck of the ,*»c is idcntilk- by behi| 

3! The iijmiwest pan of ilie sic . 

© surrounded by Extra-pcritoncal fat. 

<5 Lateral to Interior Epigastric vessels 
l V J The sa c is opened and the content* are 


reduced 


I ransfixed & ligated as high as posable 
then Excised 


Resutured again then the wound is dosed in 
layers. _ 


N.B: No drains arc used 


o Hernial delect in adult or Elderly with good musculature 


. ES * GaBa)-* same as Herniotomy 



® Herniotomy As Above 

2 stops I - Narrowing of Stretched Internal ring to the si** of tip of little firmer 
R.v plication uf the Fascia Transversalis (Lytle's Repair*) 
?- ^ialtfft.ctng'M of posterior wall of Inguinal canal 
By One ol tlie lol!t>witu;s "0 


Sutiue the conjoint Tendon down to 
the tnciiiiial liganxait behind the cont 


Because © Interferes with shutter mechanism 
of inguinal canal during | I.A.P 
3 Hen ling ts very week between 
lieshv muscle * Tendinous ligament, 
o- What is m eant bv ' Tan nor vltde 
!f there is tension in the rcpu.ii. we do 
" Tunaer slide " - Relaxing incision ir 
the Rectus Sheath to prevent this Tension . 




/Hernial operation] 


III | Blood-good R epair ( Uses of Ream alrta'Ji) 

A triangle of Anterior Rectus sheath is turned Uu-tally & hinged on lateral 
bolder of sheath then ^iturcd to luguinal^^ spcnnntif c, d 


| in 1 Shonldicc Repair 

I hc Fascia Transversals is divided longitudinally along the posterior border ol 

the canal. Iheit liunfclc Bltiiawx « 

i.e the lower flap is sutured to die under surface or upper llap_ 





IIV 1 Holslgd Hep wit I Anirriur Tnuttpcttilitfn ol the cord > 

suturing (lie External oblique Apponeuturis to the inguinal ligament 
bchuxd the spermatic cord which become* subcutaneous ■- 





Hrings the Transversals Fascia further pustcuorly & Interiorly to pectineal 
ligament. It is effective in the repair of I nguinal hernia aerated w ith femoral»lamia. 


@C Hemloplasty ) 

♦ 1 intilcailOTis' 

I ndirutrtl with old patient ( weak musculature - wide defect) 
or with recurrent Ileraias 

* |toMHw«ta~l * fposiiiwl I ! incisioBj —► Same as tiflinieleai* 


HomlQtomy : As Above 

R ooair of |tio defect bv synt heti c materia l As prvliiu- meshes "huh is 
sutured to conjoint Tendon (above) & Inguinal ligament 
(below) leaving only a space for passage of spennatic cord 

r>. Wk,i arc tl»e old natu ral J itCt h oda for K rjiflglasl*. ■' 

Answer : using skin gratl or tiiscio lata i*. NnturrJ giatt 






IHernial operation] 


11 Operations lor temoral Hvrzii 


Inguinal Ligament 
Femoral ncive — 
. Fcmof 
Pectineal ligament 
l-nnuiuii ligament - 


Femoral vein. 


Femoral Arterv 


Femoral Canal. 


Low Approach (lockwood) 


'tml 


In upper pan of the Thigh Fingeis below & parallel 
to the Inguinal lignmem . 


. leJ till il'.x neck . 


1 > The sac is opened . The ounienu. ate reduced 6c i liinsti.xoJ .1 nigliei .1- 
poisible ami excised 

® Repair Frnxnal ring i.s closed by sunning the Inguinal ligament to the 
pectineal ligament. 


I Complications | L* ( 

| 11 H aenmrrliace from bleeding vessels . ( 

I II | Infected wound 1 V; 

<i) Vase lXTercm —► Impaired fertility. '- 

Q> Iciticular aitciy ► Ischemic orchids , 

<S llio-intuinnl nerve—► Anesthesia over Inguinal reginn &. Paralysis of 
conjoint tendon i.e direct hernia 

* ^ ry !!> d " xel f ► From Tight Ex 1 . oc Ini. Rings 

<S' 2ry Varicocele- 

|1V| |t££HIT.«a£>: 

• J’'vi>ptrMiye Causa : Obesity. D.M. .Anaemia & poor health . 

• O/vavyf.CiiVSgS *T>Tight stitches —• devitoli7fd tissue 

0 uses of absorbable sutures . 

CL’ Insertion of a drain through the wound 

• / > af(r<WCf<y!><.Cv.¥,'W.•. < 1 > Persistent pre-operative causes 

<i> Infected wound. 

G> Lifting heavy object before 3 months of operation 


[Hernial operation] 



h approach (Me HVEDY 


& Repair : sec Me Va fa Repair • 


e- » 


The anterio r rect o s sheath .s opened, the muscle Is retracted medially then 
sheath ,s opetted * Exposing dtc penumeun, 

. . . • a .i »n<> —aniiH TH-n lhe contents ate reduced 


* DUlOvantaBes So Not used Nowadays 

0 Neck of sac Can not be reached properly 

<2 High rate uliccurreticy . . 

<3 If strangulated with gangrenous Intestine . resccuon can not be done from 
this narrow field in upper thigh 




Inguinal approach ( Lotheissen’s )/ 

ifl Same as for Inguinal operations- 


3j The lpfl t llnal Canal js opened then the Um*t 
skin Hap is dissected down to expose the fundus 
ol the sac which is pushed up Own below to help 
the delivery of sac above inguinal ligament 
<£ The par- isoponed . The contents arc reduced 
Then the sac e transfixed & excised 
& Repair : Suturing the conjoint tendon to the 

~ inguinal ligament then to the pectineal ligament 











IHernial operation / 



(X} ( Mayo’s Repair^ 


* I ln,: ;cBllPn1 Small defect 

* [flijjsUmlai "General" 

* (EH™) “ Supine" 


incision u> done over the 


Hernia <4 Enclosing llic umbilicus 


ion is deepened tifi the anterior rectus sheath is reached all around 
the sac. 

is opened Jl it's neck A the contents are reduced . 


mbiliei 


Umbilicus. 
Skin +-? 


and the delect tn the linea Mba in 


[ III ] ThB . aac _itL nxcisedw . it li.o v6 rl y l nO . B l r 

widened on both sides till the red 
fiber! of recti muscles sppenr 

l IV ] finally the flap oflinea alba is 

sutured odie touffl ha- by Interrupted 
transverse -.u.-.tress sutures 


Rectus 


[ V 1 T he tro t " - o» of upper fl• pis sutured 


[ VI ] T ii wound is cl osed over a subcutaneous d ram 

^Heroin pLi iy) 

Indicated w!ih4‘rsgdcfect * Recurrent t lemtai 




[pre-omrs litre preparation 


As weight reduction & treatment ni any causes 
Icadructot I.A.P. 



★ ItoMtllW j aJ "General" ^ K 

* [~P05ilian [ •• Supine" ^ I 

» | Incision | llllintical incision including the sent -► /;j;j \ 

» t Slaps 1 1 

Dissection is dune till the edge of defect nt the abdominal wall 

IhlHONl or THE FOLLOWING WILL. OE DONE - 
[ | J Anatomical Repair (If the defect is small) 

The sue is excised & the Abdominal layers me defined A closed separately 
[111 Keel . repair operation 11 f the defect is wide ).. 


1 lie sac is identified Sc dissected down to the neck . witt 
invaginated in the Abdomen by a scries uf investing suti 
otc closed, iyjta . the repair if viewed in cross section. I 
I III ] Catotl’e Repa ir ( 5 layers ) 

The sac is dissected A opened The contents arc] 
returned to Abdomen. Then *b 
Closed by the followings . 

0 l‘ T LAVER-“► 

The occfc of the *ac is closed from inside the sac . 


The S8C is excised 2 cm distal to I 1 ' layer A it's | 
edges are su’.ured as 2 layer 
3i 3'° LAVER-► 

The 2 medial flaps of posterior rectus sheath are 
Sutured o' layer. 


The Koeti muscles on either sides arc approximated 
A sutured in the middle line ns 4' layer . 


3 3™ LAYER 

l he 2 lateral fitips of antenur rectus sheath ur 
sutured infioni of muscles in middic line as 
5"* layer . Finally : skin is closed over a drn 

[IVlHerniec^ty 

The Best’Repair by using piolinc mean 





[Hernial operation! 



* lEBtiteBcoperaelansflicRttugciuii*.) 


<0 Hospitalization. 

<2' Kvlc'n Hi Ik for suelioii. 


® l.V Kfgids To correct electrolyte imbalance 

IJ ! w * Rl|l « cr ' a ltcl>l r <o correct Hypovolaemui. 

IV. atSiUbtccfrmn^ D. to guard against Septic Shock. 

it Immediate Oporallon 

^ 'eSkSL^ vS tj!;,| Pl °! U,Cd 10 FxjSM U ' c ^“sol sacnnH Open it to 
® aa gdiKBWl &dM be divided over the fingers to gvpid injury 
° Hw« l Hwfcl «c pulled out * Examined, viable or not t> 



Operation 4 


* T miciutil 


/yMPATHECTOMV 


<J> Arteritis e.g Burger s f)i sense 

Yaiuspastic disorders e g Raynaud's disease 
S' With Anipuuuan to improve wound healing 

realm/nt of Uwaiuxlliah. of hand or foot 


/ B1 Treatment ofIb'VMtyduQD. oi hand or toot 
/ C1 10 relflw twin os in CausalgiiSudck’s atrophy or Visceral pain 

vindicat ions, 

l A ! Intermittent claudication I i.c the muscle Ischaemia ) 

/ « / Massive gangrene (i.c Incftcctive & needs amputation ) 

/ c 1 Diabetic ratwnt (i.c Auto-sympathectomy). 



1 LUMBAR ryMPATHECTOMy, 


» ane sthesia j "General" 

*i PnslUfli] “ Supine 1 * ■*«* the side of 
operation raised hy 30 ° by 


umbilicus 


I ranaversts incision front the up of 
lest rib to the lateral border of tectus 
m direction of the umbilicus 


* I Sups] 



the litre of the incision A the peritoneum 


is stripped inwards to expose the medial border ol psoas maior muac-te 
i.c Cxtra-pentoneal. __ 


between the vertebral 


groove 

bodies & medial border of psoas 
major muscle, overlapped by 
Aorta on Ll Side A T.V.C on die 
Kl.Side. 

umbar ganglion lies teiteath the 
Crus of the diaphragm so not seen . 

2 " u ,!. »:«.b»r ganglion the highost seen 
below the lower pole of kidney. 

3.?/.Lu(tt.b>£ Eanghon lies Just above 
the lower end ol the Aoitn nr l.V.C. 
^■.ldlfVl!ac.£<*.n£l|f>P lies beneath ibJ common iliac vessels 
<i'- Filially the sympathetic chain is divided below V gang lie 
ganglion So »c remove the 2"‘ and 3 |J ganglion. 


■Psoas major 
sympathetic 
chain 


Aorta 






/ Sympathectomy] 



X Don't Mist ake Lymphatics, Genitofemoral nerve or the Tendinous strips of 
psoas minor from the sympathetic* chain 
- Loi-O.'iindt t*: dfHc-rMti»n »■>! L-.L I'bc I “ ganglion can be excised. But In 
bilater.il peiaiion. one side must be preserved tu avoid Failure of ejaculation 
Anv sympathectomy to he effective it should be pre-ganglionic 

as post ganglionic sympathectomy Causes denervation Hypojscnsitiviiv 
t.e 1 lyperseiuitivlty o! the vascular media to chemical mediator such as 
Noradrenaline after cutting their direct nerves - Lpitodic > asuspasm 


Shock. Infection <6 pulmonary Complications . V 
liy Hge From bleeding vessels ff A_ 

I Hjtuyof important structures as Lumber vein* etc 



• Incomplete sympathectomy. 

• Failure of ejaculation [If bilateral removal of L|J 

• Denervation Hypersensitivity. 


II CERVICAL /rMPATHECTOMy/ 


* |AnesU».T5laj -General" 

- | Position! Head I. extended & Tilled tu opposite side 


* I Incision | Suprn-clavicular over it’s medial Vi. 101 V . ) 

• HE? -S'fj 1\ 

(T> Dividing the clavicular )*?ad of stomomastoid, Inferior. _ X 

belly of omohyoid & scalenus anterior 

O' Thu ? i) bclavian - rlgry i$ exposed. The Thyrocervical 1 nink is divid - « tire 
artery is depressed down. 

<2' The s’.prspleural i-asda I Sihsnn’s Fascia | is divided & The dome of pleura 

is depressed down. 

<4 The slellala-aanallQIJ ( Fused interior Cervical & 1* tleracic gnnglico > is Foutx) 
at neck of 1 . rib . 

® The Ch3in is divid d helosv the 3'* Thoracic gangli. u and all rami of die 2 nd & V 
ganglia are divided . • 

•« Then c rvoof Kunt? is also divided 


1 Incomplete sympathectomy 
(2 Homer’s syndrome 
<$ Iniurv of olcura or thoracic dual 













1 1 ] Subt otal T hyroidMCtoirjY : 1 RcnK|>jl.#rj/8 9 f (he gland 
(!) Main treatment of 2rv I o>ic wine alter control of toxicity . 

© Irv 1'oxlc Roll re with a. Failure of nodical Ut. 

b. Recurrent alter medical lit. 

c. Huge in size . 

3 1 SM» i.c Muiti-nodular goitre 

l 11 1 tfgf Ut-thyroidectomy “ Lj^c.ctomv- .?«tbtntKOclomv " 

Cr. Toxic Nodule 

GD Aden unn of thyroid gland . 

® SNG i.e Single nodular goitre 

1 1,1 1 iQtamiyioidoctomy " K«Wrral,X«>tal Lobectomy » hthmujrcinotv' 
Malignant goiter 


[A] General causes : 

0 nil genera! eonditinn IiIr 'h 

Chos 1 infcclion . Heart raiiure . Recent myocardial Inf. lion. Recent cereb : 
stroke . uncontrolled DM., etc. 

[R] SB.gcjSsca.Vaa : 

Q> Din ing 1st Tnmcster of pregnancy 
© Children & Adolescents 25 years rn avoid rceimcncy. 

® Progressive Exophtlialisus. 

* IT '"♦‘TCir ttE':i- :>.r;til8neftf > lOxfrnr. Hemsj 

I’ Lory "nrrr proaratien : 

?.ile till reach mc euUjveoiJ a talc ( lor 20 months J 
I LugoTT lodme < S % Iodine - 10%. K ! Hi ■V.ll .-l 1 % 

.><tju; : - ^ Fir which rclet . A 7-1 

d' V Organic Iodine format ioi 
©♦E ffect of I SH on gland 
• Dose : :■ 5 drops T DO for ! 4 r.ayx bifon operation 
[! T>rr f T ' »paration : 

li 'cui «» r.ig t 4 T nnos day > 


*«“*■ • •'pevem Th-Tdiosic crisis 


»>VCrt «l1lCI 






a. S(|i eg|U b I.0.?J£* Iotjj povl (lap ( Reiter va 
as in B.K.A- 

b Filiual.flap.f : Equal ( Ant. & post Haps ) 
as in A.K.A as following *»> 

• Ltazib : Lqual 'A diameter 

• Shape ■ Semi-circular to avoid dog cats . 

• Jhtckncss : Skin & deep fascia to entire 


F.a Sing the sk/n & see- a 


Unequal 

Equal I 

flues 

flans | 



G 1 Muscles : Cut midway between skin incision & The Level ol bone section 
£■ VoeselG : Light at thei: Anatomical position 
O' Non/os Cut with sharp scalpel to ftyotd noeromo fotmaiion 
S>: Periostoum : Raised fo;'/. itveh above the level of bone section 
to avoid spur formation . 

© Bona . Sectioned nt site o i election > ■ ■ ■ > 

• A.K.A Minimum length — S inches below the tip of greater 

Trochanter. 

Maximum length - 10 inches below the up of greater 
Trochanter. 

• B.K.A : Minimum length «2.5 inches below the Joint l ine . 

Maximum length = 5 inches below the Joint Line . 

rs.H :<£ The muscles should be protected with n Wet gauze 
from bone dust just to avoid Myositis ossificans 

! NJJ • 'i! lr. UK A- The Fibula should be divided l u at a higher 
j_ level than Tibia to obtain a conical stump 

® Haemostasis is ensured alter release of loiiiiiiquet. 


me sutured together 


Pressure Bondage 


Closure of deep fascia 


Bore section 









dlroui below until it appeals hi tli; upper incision 


[A) Trendlen berg's Ope ration ( SaplKno-feinoral ligation ! 
■ Indicated wilh saphcno-femoral incompetence i.c Supliena 


van*; 


® The lens *iipl»cii«uj vein is ligated & divided from femora! vein 


[BJ Subcutaneous strlf 


[Surgery for varicose vein] 


/URGERY FOR VA RICO/E VEIN S 


( lr« V.V or 2rv V.V. provided IhnI deep sysl'miualSrU 
IL'P Associated S-jplKiia varix wilh lr> V V 
© Presence of Incompetent perforators i .c BlOA-QUi. 

<3> Ccnnviiciii ioiis as Ilgc or Ulcer 
$ Lartc Varicosities 
<& Cosm etic disfigurement. 

*lr«n:raimicaftoil 

U oeelodcd deep system . prcRonncy or THrnmboptilclvms 

A“ Genera! or Spinal" 

*IfOSttiWlJ “ Supine”ill".!_—— —— 


[Amputation & surgery for varicose vein/ 


• Indicated if the whole system is severely affected . 

• Stops : 

a> T«iidlr.ubMg’*.«p.er4»i»*B <s done as bclure 

XlvktUX VAd.t(Op«l|{.>«Pl)*wm<.>;fti»l I* exposed by n small transverse incision in 
from of medial malleolus The vein is divided & it's distal end is healed 

<» AST 


® >' Itgaicd around Inc stripjxr ihnj die stripper is pulled 

from it's uppser end stripping the long saphenous 

'j- bleeding iiom aruhed tributaries during stripping the [.eg should be raised 

up & pressure bondage is applied . 

“o sT-operaturc cate | 

I Usiie stoking Is used for 2 week with early amputation to avoid.DVI* 


© Closure : Close tlio deep fascia & >kin over a drum 
C Bandnac To eomptess the stump * m obtain conicn! duped stump 
Physio thoranv to Keep music’s tone 
* Artific ial Limb After 3-6 munil.s when the final shape of the stump is *>t>*niw:d. 


Criteria ol Ileal ftmomaiefl slum p | 

® LgtigUl: The length of a slump is on advantage became the short stump v 
is liable to slip out of the peostlicsi s ' 

CB> S|iapo ; Stump should be smooth. Rounded A conical. ^ .. 

© Coverings : Bone end should he covered with deep fascia & skin only 
So the muscles are better not sutured over live bone end to 
UVpid an adherent painful scar . 

© Scar Het adherent & Healed by Iry intention . 

«T:- Won ml Infection — Adherent painful star ft Pw 

© Skir. Sloughing. Callosities or Ulceration f jf k 

& Muscle : Atrophy or Myositis ossificans - 1 ‘ 

i1> Hone : Spurs formation & osteomyelitis . 

Ner ves : Neuroma formation 

<S> Vessels : Hcarnatoma — 2ry infection — delayed healing. 

q : (f . _ ... 

Patient feels that the ampuiated Limb is still present. 

CaU ^v° l burning pain in the distal end of the stump 1 treated by sviiipsilieciorny 


T> below & parallel to the inguinal ligament 

* Thf uppet ppd 9« I.OAg.saKh^nvUJ IS exposed Hum the i 
Tributaries are ligated &l divided . 













[Surgery for varicose vein & venous cut down operation] 



(j> Bleeding or S.C Harmatonta. 

’:!/ Injuries of saphenous nerve 
i> RcsiduaI V aucosilies after operation 



ion of incompetent perforators [Coexett a, Done ] 

Incompetent perforators If 2 Ot 3 in 
nuinlxrs usually performed on Ankle 
perforators 

Motbotf : By potting front muscles in penetrate deep fastis 
through postro-medial incision behitW the tibia . 


b-fasclal 


Superficial vein 


& high rate of nxurrcucy 


Operation 7 

*1 ln flicatHnis~l 

$• Slioekcd patient as the veins ate collapsed A; Own 
Patterns on long term parenteral nutrition . 


VENOUS CUT DOWN OPERATION 


Tho cephalic voln : 1.5 inches above the Radial styloid 

process or at the lateral aspect of the elbow 
It Is better to use it than the long saphenous vein as 
the latter is liable to Thrombophlebitis. 

Die iOIlflfiacbflOCUtycia 1 5 inches above the ant. 

border uJTravdiol malleolus. 


★ lAneglfiCSlal ‘ local 


Cephalic 


n$ Saphei 
vein 


over the vein 


Jreumiarftlisa «rfU* vein is exposed I cmVcngth -- 

are passed proximal and distal ( The distal one is ligated only ). 
sio n s made in the proximal cod of the vein end a Catheter is pushed 
inside it & the proximal ligature is tightened over it 



® Clone the skin by studies 


:i> Thirmbophlebitis with long saphenous 
Pain due to Including the saphenous ncivc 
iu ligature around the vein. 

<> Womd infection or obstruction of canola. 



D efinitio n . Nail side curls inward causing 
injury and infection of n3ii fold 
Causes It may result front tight shoes or 
cutting nail short cunvexily 


Mainly fllicet rite big Toe 
Patient icptcscntsby painful red Swollen nail fold 
which may show infected gnutulaiion Tissues 


Spinal or Local" b«t mlhoLU Adrenaline 


(p Lon gitudinal on e via the affect side of the nail ► 
deep to the bone & extended proximal ly to the nail loot 
& Another one is made through the 3kin by the 

side of lesion down to the phalanx.. - > I yffik 


® Exc ise a wedge of Tissue between the 2 incisions . 

K The aaoe may he left open to be granulated or closed by 2-3 interrupted suiun* 


Operction 9 


MANAGEMENT Q? f EBACEOU/ CY/T 


- i InillcatlCllC 1 It should l*c removed because ‘h 
* It cause toldiKso of overlying skin . 

@ infeitioii —• Absccv* Formation. 
'.hUkcration •* Cock'spcculai 1 umorISc*lpl 


* tr^miasle’ Local! Xylocain 2*/»} yyjtf} AUmnaime 


rl StAail rAl If Infoctod : Incision & drainage . 

[3] I f not irfocto d : Excision as following ’h 

Hi Sh.ivinjt of hau 1 oi 2 inches aroiusi & washing by Bctadine 
o Elliptical inci sion over the cyst ineludiiifc puoUuui 
• l lir cyst & The skin are removed 


Btlut&l Wound infection or Kcennency 














leration 10 




| MANAGEMENT OF AB/CE/J 

Genera l_RuJes 

♦ IposnmnoTaaiienil 

According to dependency of Abscess 

* lftnastheslil 

Central especially with Brcusi abscess, parotid abscess . palm abscess 
A peri-anal abscess 

To avoid destruction of vital structures with sudden movement 
of patient under local anesthesia. 

* lliiclslorj must be '*> l 

<1) Most dependent site . V' 

<2> Adequate length f —^ -. 

® Paiellel to major Vessels & Nerves. fj y ^ 

<il Along skin creases if possible IH/ , _x 

® Completely exposed . 

iB. Packed by O anze pack lor 24 hour to control bleeding 


<1 Forehea d_&_Eagg Along sbin crease . 

<t) The Neck : Transverse or Parellel to skin crease . 

Gt Breast Radial or AlonG the Mammary Fold . 
to Axill a Vertical So it gaps when the arm is adducted . 

® Cubital,.of PttplUea ! F ossa 

Transverse incision within the skin crease. 

(s filuteal Renlon Downwards. forwards A Laterally 

i c Along the Fibers of glutius Maximus muscle. 


I Prwlnane 1 


Don't wait, for Fluctuation 

Fspcdaily with <D Breast Abscess To avoid lactiferous duct destruction . 

Parotid Abscess : To avoid Faciei nerve destruction 
Cb Palm Abscess : To avoid fine nerves destruction . 
if Pori-anal Abstev* : To avoid Ano-rcctal fistula ■ 


A - £jnocbic Liver Abscess 
JL« Brain Abscess- — —^-►b- 
£-£oW Abscess of T.li ^ 


•lust be Aspirated 




fManagement of Abscesses] 


* [Pl»«M 1 - Supine" 

■ | Anesiflcsli l 'General" 

* 1 Iriclslonl Kadiai incision over tlx: most lluctudtion pari 


V lnlf9.du.ee.arMryjQICOPg to wider the opening to allow |___| 

the pus to escape . 

® Introduce a tinqer into tlx- cavity to break down all loculi converting the lesion into 
n jingle & large Cavity . 

N.B; counter- incision may be needed lor dependant draing (If Abscess at upper part) 


Analgesics, Antibiotics & Dressing every day 


inriont oi ear is done 


Si The deep fasci a is incised transversely to avoid injury of facial nerve branches 
@ A ainus Forceps is then introduced closed and then opene d to drain the pus . 


Analgesics, Antibiotics & Drcssin: 1 everyday 


$ Facial paralysis . 

® Parotid Fistula 

3 FraVfl 8vnaronio : Hypcruusthcinu, Hushing & sweating in tlx* pre-ouriculnr areo during 
meal. It is due to partial injury ot Ihe auriculo-tctnporal nerve 



Management of Absceaes] 


[3] M ANAGEMENT OF HANPJMFECTiON 

g6wmw»1 

■ l Anestlmll il “General" 

* llatlaUn I Never Crosses the skin crease . 

* | Slept \ © All pus is evacuated & the cavity is curetted . 

& Perfect Haemostasis. 

® Under cover of strong Antibiotics. 



^3 r:wjxiB3 


1HFECTIOH] 


- SURGIC AL ANATOMY \ - 

Pulp spac e is Closed compact space 
helwetn skin & periosteum • 


the middle pulp by 


Transverse septum attaclied to bone 

It is fillod with fat & partitioned by incomplete fibrous sepia 


* Drained eltour tor* 


ision over the inflamed point. 
lek Incision if Um. 2 idc.of pulp 
is inflamed 

tion Incision passing in front of 
the phnlynx with division of 
all septa if the "hole pulp >s 
full of pu> 




I WEB /PACE IHFgCTlOMl 



SURGICAL A If ATOMY 


is S.C spaces between (be 4 digital slips of nolmar ^cc 
uppuncurosis 

bv • Proximal phalange* on each side V f>v. 

• Palmar skin infront 

• Dorsal skin behind _\ 


* nraineflla '*> 


Transverr-o incision on palmar surface of web. near iu free border 
Counter Incision may he done posteriorly if the nbwow communicates 


with a dorsal pocket 


ABDOMINAL INCISION 



111 tfsrtlcal Incision: 

©Midline Incision : 

• Method : prom Xiphi-sternum to symphysis pubis 

passes Through Linea Alba . 

• Lavers 

Skin. S.C Tissues, LiiKa Alba & peritoneum 


* Advantages : 

Q) Quickly incision & can lie enlarged freely . 
@ Expose midline abdominal organs 
So used for emergency as peritonitis 

• Dlsedtatog e: bod healing power. 


@ Rt. or Lt. paramediani incision : 


■ MeiHod Longitudinal incision 1 inch from the 
midlinc above or below the level of 
umbilicus nr compfet long incision 

• La ven : 

Skin. S.C T issues. Ant rectus sheath 
Then displace rectus muscles laterally to avoid 
injury of it’s nerve supply 
Then post, rectus sheath & peritoneum. 


• Advantages ■ 

0) Doing safe & healing power is strong 
tb Cxpose Any Abdominal Organs 

• Dijqduint'Ji 

Time consuming so not recommended in emergencies 


© Trans-roctal Incision 


similar to the classic para - 
median incision hut the rectus 
musde is spine, 











[Ill Transvers&locisiin 

O Transverse cpigastriM8uckcj_Handle2 incision 


Hill Oblique jnci^ipji: 

(D Subcostal Incision Rt. or Lt.: 


Skin. S . C tissues. tin. oblique apponctiroris is opened along it's i'ibcrs. 
Then splile lnt. oblique & Tntosvcisu* '"hers & Peritoneum. 

Used tor '<■ 

AppcndiCuetomy. 


I Abdominal Incisions ) 


BJ. Sub-costa! Incision - bucket'» incision. 

• Method . 1 cm below & parallel to the coital 

Margin. It starts at midline and stops at lateral 
border of rectus muscle 
( but can he extended more i 


Skin. S . C. tissue. Ailt. Rectus sheath, the rectus muscle, post. Rectus 
sheath & peritoneum 

• iic/icr'b „ „ , ___ 

Cholecystectomy,ExplorationolC BUS SplenectomyJ— ’ 

® McBumoy's bicisionj 

• Method : 2 inches incision is made perpendicular 

To line joining AJM.S * the umbilicus 

centered over Me tfurptv'Afoml '"Wch , 

is junction of outer IS <*S Inner 2fi of this line. jV 


It is used for upper abdominal Exploration 
a> LANZ’s incision : 

It is a modified Me Burney's incision. 

Q) Transverse supra pubic (Pfannenstiel) incision 

• Method : Lower Transverse supra- pubic incision 

• l.,ner\ Skin. S . C Tissues & Ant. Rectus sheath. 

Then The 2 recti are seoaiated. 

Then post, rectus sheath & peritoneum!!. 

• Adrantaet : 

The scar is cosmotic as the wound lies in Lancer's line. 

• Diittdvamattt' 

lt is Time consuming. 


astrostonr 



[A1 Temporary : 

• CtmgfttM ‘ Congenital oesophageal atnaia. 

• T'.q#m«fk. Rupture oesophagus due to ItWnimentation 

• P^l-vparalhy. stricture of nesophacus. 

• ftffiflfifejffe Removahlc Tumor of (Mouth, Pharynx or Oesophagus) 

[B] Pormanont : 

Irremovable Tumor ol'(Mouth. Pharynx or Oesophagus) 


* [Anaesthesia I “General" 




Lt. upper Trans-recta] Incision. 


* tsiepsl (2 Types). 



|A] Temporary; 


® tt). . As. . W.I»sd & 'he ant, wall of stomach is identified then at a .selected 

silc near the lesser curve, T seromuscular burse-suing suturct are made 
® ■V« JH&ning.ig H?.»d«! in their cent er thiingli which self retaining catheter is introduced. 
® Thy*»?«rsc T s(rlng. sutures are lied around the catheter inverting a tub: of tlx’ wall 
ol' stomach lined on it's inside hy .term* 

® A.wUkJCT *' brought outside tlic abdomen through a separate stub away from the 
incision. 



[B] Permanent; Wuco»; ii '-d qastorstomy : 

(!) A Flape from the Anterior w»JJ of stomach is I ashtoned in Inrm ot tube which is 

mucous lined. 

ITic Resulting dcl'cx i o. stomach is closed :n ? layers. 

® Iho T ube is brought in tin* surface « Fixed 10 iht si:in 














& Gasirectom 


[Gastrostomy 


[21 gublgtajg astrodome t-w*'*™-- 

• tr ts Designed to reduce the parietal cell 
Mass »«d w.d. I>U« 

. About *5% of distal part of the stomach 
is removed. 

1 . 0 . (Subtotal Gastrectomy). 
. f oil,wed by gasuo jejunal xnastonunosb 
Ihcn closure otilurdenal slump 


|4J Iota I gastrectom* : 

Indicated with cancer st*mu*.’h 
(llndy & Hindus) 


Wound Infection & If Leakage occur -> peritonitis. 


oiiplicatlonsj 


Gastrectomy 


[11 Hemi^astroctorrvg : * nl “ s " f 9 ——' 

• It is Designed to remove the pyloric 
antrum which is the site ol production of 
fiastnu Hitm oiE- used with I»U. 

. About S0% of distal part of the stomach 
is removed. 

i.e (Hcmi-gaslreotciny). 

. Fathned by gostro-duodenal anastomosis. 


1 Partial flftgtractonat : HjMfci-- 

■ Indicated only with the gsotnc ulcer. 

. About b5% of distal part of stomach ix 
removed i.c. (Pnnia1 Gastrectomy). 

. f ollowed by ftwro-luodcinil auMmmcxd*. 



• ttaematetnesis : Due to bleeding farm suture line of anastomosis. 

• Stoma! obstruction : i.e. obstruction at line of anastomosis, by oedema at stoma 

• DuodenaI blow out : follow Billroth II--rr— 

anastomosis after gastrojejunostomy the blind \\/ N 

duodenal stump may be distended with \ ) 

ptincreatic and biliary juice t pressure *^ _ ['"$ — 

Disruption of suture line -> Biliary peritonitis. ik i 


121 Late Co mplications // 

[A1 [Recurrent uicoratlonl -“- 

v*r AetiJlllgY : 

e g. CD Missing a vagal nerve (usually tlsc piaster io>| 

$ Missing a vagal branch running over tlx* lower oesophagus which is called 
"Criminal nerve". 

® l eaving part of gastric antrum (C-cells) 

U) Oth er causes as Zollinpci-Ellison syndrome i.e. Gastrinoma 
C) Uses of ulccroeen ic Druse ■ Corticosteroids, Aspirin.NSMDs etc. 

■ Slutnal (on the anastomotic line). i.e Flase 

e g. gastro-jejunnl nicer or gastTo-duroenal ulcer 

• Site otprj&insl.UkC) i.e True. 

* Clinical Dicmre: 

Rccurmcy of ulcer symptoms 

i Invesuaations = 

Same as peptic ulcer* especially EndOSOOpy im) tail*.non m circul.- IxLi in 

blood by radio-immuito-essay for 7/F syndrome. 

•• TreamiMt: 

[AJM.cd iea jrtt: 

• H ; receptor blocker ta Omllldluc 

• Proion pump blocker as Omepnaok 


• Following vagotomy Annvetomy is preformed. 

• Folio wing Gastrectomy : Vagotomy is pcrfonricd. 



















[GastrostomyS^Gastrcctomyl 




IB1 


an®i 


[Post-cibal syndrome] 

U is a syndrome with Vasomotor* fi¬ 
ll may he : - 


T symptoms after meal. 




IH£adv 

If symptoms occur within 
1 *. Vs how after meal 


m 




HHi 

If symptoms occur within 
2-3 hours alter tneal 


Early Dumping I 


A AoUOlDQV: . , 

Rapid gastric etnpting with rt>e delivery ofahypcrosomolar solution to the psoximal 
small nut with tlic result of shift ofUmd from the circuit**' plasma to the proximal 
smell gin leading to t Intestinal activity and l blood volume. 


a pjjnlcal Picture: 

• Vasomotor symptoms 

As sense of weakness. Flashing and palpitation- 

■ ■ J./.7'. symptoms : 

As Epigastric Fullness and pain with natisia coding by explosive .diarrhea. 



* Tremmsfi! 


Frequent small meals. 

Bclmlona may reduce Intestinal motility 
If symptoms persist convert gastro¬ 
jejunostomy ro gastro - duodenostomy 
t f possible--:->- 


(Il| [l.atc Dumping j 
A Oel lology : - ‘ 

Overshot of Insulin which is causa) by rapid delivery of I nice amounts ol 
carbohydrates to the small intestine. 


[Gastrostomy & Gastrectomy] 


[E] | Afferent Loop syndrom^ 

A Dominion: 

It is u periodic vomiting of large quantities of bile 
and pancreatic secretion* tree of food with sudden 
relief of epigastric pain 

* flcUolimw : 

It is a mechanical obstruction of the long afferent 
jejunal loop because of it's linking at tlic 
anastomosis su tlcii the bile arid pancreatic juice 
accumulate in this loop until the obstruction is 
suddenly relieved 



A Cllnlcrl olciure: 

Fullness and Epigastric pain following meals & followed hy [aojeciile bilious 
vomiting. 


* Treoini«m; 

Hiufl 

-Food „ 


i r ) 

Consists of conversion of 

J) 




Anastomoses to a Raux-en* V 
loop. 


r* 




IF] (Gaatro-jejuno-collc FlntuH 

It is a complication of gaslro-jejunal ulcer, occurring in 4-814 of eases the-ulcer 
penetrates & erodes the Transverse colun. 


[G] intestinal obstr uction 

It is due to inicnul herniation of Intestinal loops through a gap in the mcMdlon. 

[H] jGall stona formation) 

Commonly after trunkal vagotomy due to associated denervation of tiw tall bladder 
ImpaireoierT of it’s contractility-? stasis -> ga.'l stone Formation. 


a cimicnl picture: 

Picture of llvpoulvcaeinia . sweating, palpitation and confusion which relieved by 
carbohydrate ingestion. 

a ireatiwnt 

» Avoid high carbohydrate in diet. 

• Olive oil with diet may delay empting of stomach. 




Alkaline reflux gastrit.s. 


[D] |lncreaso Incidence of Cancer 1 } 

In uti.t.ic lemenant property related to Hiliary gastritis 


fl] 'P ost-vagotomy Diarrhp? 


f J] ;Po5t-sa5troctom. mitritior I disturbance:- 

® Weight loss. 

® Steatorrhea & diarrhea : 

Due tn lain ..f mixing of food with pancreatic & blliai y secret- 
® Vit. D Deficiency : 

Treated by Vit D supplement 
© Ca Deficiency 

Treated by Oa supplement 
© K* LX.-licn.ncy Anaemia : 

Treated by I.M Vit Bi ; . 







® La«t!0.n a P.rw|^ n pf Antorlftr toyer of l.cno-fpnal ligament 

I o expose ihe splenic vessels & Tai I of pancreas. _H_ 

ZkP‘ & Liitaiion of splenic artery -* 

hy 3 ligatures of silk & (he artery is divided 
between the daslal 2 ligatures Spl8n,c 

ft >v.c rqciec/c Ihc spleen u> gel benefit of 

stored blood Inside it l*. Aina Tra nsfusio n. 1 

iAe/r ft Lijatinn. gf spleale vein bv 3 ligatures of —- 

skill & the vein is divided between the 

distal 2 ligatures. , , f 

Sr>i*nx l a 

® OOftMlf • *k-0' 

1 ) The spleen Is removed * it' s bed is inspected lot 

any bleeding which must be seemed. Aaeorra 

•*' l!lritouaakvl! of splenic bed hy suturing the amende _ 

. & posterior layers of Itcno-rcna! ligaments 

- Ah s.Alidoin -1 1 is closed in livers without drainage 


AcrnrraaifiuHhi 


Compllcaiiorrs 


• ShQ£fc. infection & pulmonary complications G Jf 

• lry llge, from bleeding vessels. - 

• l aiurr uLii ■.' wp . nrytructures n5 stomach. p» cress etc 

E Post-opergtLygjComplicatio^l_ 

0) CGeilccul Complications > 

Pnsf-splcncctomy fever ur settled cause 

• Vomiting A I hecough 

® Acute gastric dilatation A Paialy tje l ieu; . 

.. Local Complicati s 

V &acHonury Ji • , »M rr h w f due to slipped liga e or bad I '■ mostasis 
J'Haemartntvis due to splenectomy with active rscfihngei 1 rices 
® Sub-diaphragmatic coll ection of blo od 
''^£H2ikMS£iiZML mw of r ij tuted spleen. 

'SPorta! ,fin 'hrombysif : di*> to t platelets coi 

*i huH AtAmwm r dint to post-open!ivc distension & alsu if the pancreas k 

injured*^ liberation of proteolytic Enzyme Burst Abdomen 
















• CptKtnfM : Scpuled gall bladder 

• TlPJUW'k Rupture G.B.. 

• tefiwm&D. : 

: Acute cholecystitis (Uilcular & Non celcular). 

0) Chronic calcular cholecystitis. 

® Chronic non calcular cholecystitis in Typhoid carrier 
® Mucocele A F.mpemaol Ci.B. 

• .'Veo ptogc.: Operable carcinoma of gall bladder. 

iontraimllcallonsl 1 .Biliary Dyskinesia 

2.Asymptoinntic gall stone* in unfit patient. 


3.Liver cirrhosis. 



‘'General" 


“ Supine” 


|QW| G> Rt. Sub-costal (Kodier’s) incision. 
Or © Upper Rt. paia-nicdian incision. 


© Expos.u re. of operatjve f.lej d. by.: I l 

• Stomach is retracted to the kfi | " I 

• Colon & duodenum are retracted JwHi 

• Liver is retracted upwa rdi-to ^P 040 the 0 13. 

© A forepps.is appljed.tp,the. fundus.Of. G.B. which is pulled on to 
visualize the 1 Yl junction of the 3 bile ducts. The peritoneum over this 
junction is incised & the cystic duct is dissected up to injunction 
whh the CBD. 



Retractor to push ihe 
liver upwards 


Retractor to push the' 
A Stomach to left . 


Ret actor to push the 


colon & duodeneum 



® Th« cystic .artery is Ligated & divided. It is usually prevent nt * higher 
level /k more postcriotl) tlian ihe cystic duct 

I N.B.: An operative cholanaioaram con he pcifotined at this step 
l. die value is lo demonstrate any stone in the C.B.D 


® i, ligated shout S mm lateral to die CBD and is then divided. 

© 'ill# 8.B is freed from it's bed m the liver by blunt dissection then removed 
with closure of O B bed of liver. 


cut it men 


© The Abdomen is closed with a dram 


the hepato-rcnal pouch 

_ onty (Fundus I - cholecystectomy) 

Some surgeons prefer lemovnl of <j.B hom above downwards star 
at the lundus then cystic duct & cystic artery. 

This 13 'A'lK li the duct can't be identified Uxausc of adhesions 


Complications 


Operati ve Complications 

ShPtk. Infection & pulmnoaty complications. 
irv Hfii- front bleeding vessels. 


’urtt 


<f Injury tn.CBD.Qi.CHl> by a damp or a ligiuttre 

may lead to post-operative obstructive jaundice. 

© Injury of Jiver substance. 

® !.«.V.Ri;.fai.lu|c from ligation of hepatic artery Instead ofcystic artery 
mistake. 

-L Injuries of rhiQrirmm ur hepatic flexure of colon 

Post-operative complica-ons I 










Jchole^stectomy^^xpbratjo^o^^^D^ 



seen 


mi»k clio tc nistcttomu (1C): 


• Tho Idea 

• I© induce a pneumoperitoneum using CO? j>ns 
Then Through 4 small ports, a special camera nnd fiberoptic 
rrcojx are introduced and a magtnified picture of the internal 
organs is visualized on a Television screen. 

Then By using special graspers and instruments. lire surgeon 
can perfomi cholecystectomy 

■ The Advantages 

© Less post-operative pain 

© Short post-operative hospital stay (1-2) days only. 

© Laily return to work. 

® Henei cosmetic result. 

■ The contra-indication a : 

© Pregnancy as no space for pneumopciitODCun 

CE Marked oK-siiv as it is difficult to induce to induce the pons. 

© Bleeding Tendency. 

® Liver Cirrhosi s. 

© F.mpyma of gall bladder. 

© Carcinoma of gall bladder. 

© Compromize of Cardio-vascular or Respiratory function 
<9 mwiems upper abdominal smutty is relative contraindicated 


2j Operation 5 \ £xploration of \\)t 


CBD 


* llnriicaiiinsl 

[A] Pre-operattvo indication: 

© Cdlculsr obstructive Jaundice 
© Past history of Jautxlicc, 

® History of recurrent cholangitis (Charcot's Fever). 

® F.vidcnce of dilated CHI* (> I cm) by sonar 

[B] Intra -oporotiyg (ifduring cholecystectomy) 

!D Gal! stones if foundedsmaller titan the size of cystic diet 
i.c. may fcc passed to C HD 
0 Palpable stones inside CDD. 

CD Intra-operative cholangiography resell a stone in CBD 
<6 Dilated C .B.D (> 1 cm) 

* (taaesthesto | -General" 

4 IPisMaal Supine. 

* tlnclsion | Like Cholecystectomy. 

© Rt subcostal (Kochcr’s) incision. 

© tipper Rt. para -median incision. 




[Exploration of CBD] 


,) Kochvrixation 


In IWH'' cases: An additional procedure has to he prrturmcil 
in addition to Cholcdocholithotomy. 


is to mobilise the duodenum from posterioi 
(Kocherisation of duodenum) to expose tin 
portion of C B.D) 


abdominal wall 
retro-duodena] 


2 Stay sutures are taken in the wall of the supra- duodenal portion of C.B. D. 

* Avgrpca l Incision (2cm lone) IS mikk in between the 2 slay sutures. 

* Stono_fp_rcgp8 is introduced into UicC.B.O to remove the stone. then patency of 

C.B.D is confirmed by passing a metal dilator 

(Bake’s dilator)-j 

® Somo surgeons insert a Choledoch mw to check thar there 
are no retained stones 

€' T.-Tuba is inserted in (CBD) which is closed around die tube, the long limb 
of the tube is brought outside the patient. 

® KLuhe Cholangiogram can be performed after closure ul CBD to check 
absence of filing defect, i.e Completion T-tuhe 
cholangiography 

CholacvBtectomv is dicn performed 


I) Choje docho-duodanostomy; -► 

• Indications: 

© Stricture of lower eivi of C’BD. 

0: A stone imparted at lower end of CBD. 

• ISKtonuu.: 

Ar« wasinniosis between CBD A tlte l" pan 
of the duodenum. 

Ill Sphincterot omy or Sphincteroplasty : 

• Indieaiions: 

© silicone or papill.i ol sgibinc ter ofoddi 
© A stone impacted 51 sphincter of nddi 

•T*sbnw»s: 

. A longitudinal cm is made in the- 1 

papilla and Part or all of the sphincter 
of odd! is divided ..i IhclO O’clock 
position le avoid injury ol the 
pancreatic duct 


FosHwe.iitfife 


todays post operative another cholangiography 
to e p sa^tl .1 nu residual before reran a! c . uc J-tublc 














IAppendicectomyl 


Vi“-— 

. • Operation 




Appeodicectorpy 


<3> Aculc Apr^ndkilis. . 

® Recurrent Attacks of Subacute Appendicitis. 

O Mucocele of Appendix. 

@ Carcinoid Tumors of the Appendix. 

Mja WacgU gl „* <«.,» u, «vo,d fbuO> 


» fftnletflCSiaj " General or Spinal" 


ED 


" Supine". 


llnclsltin^ 


Buraev'* 


_ 2 inches incision •* m3ifc 

perpendicular to the line Joining A.S IS. & 
the umbilicus Centered over Me Burney * 
point (Junction oj Outer I ft A lnr*' 2/3 <>) this 
llm) 



...». 


i.aranirdian 


ft L unz-» Incision (Modified Me Burney’s) 
Transverse Lower abdominal skin crease incision 


CD Th e External Obliq uy ApottgVC.??. 1 .? 

is split in tlx line of it’s liters i.e. same line ol 
incision. JMl it's Wgcs are retracted to 
expose the internal oblique muscle 

2 ThO Internal o bli oue Muscle 

is spine top.ether with the undctlyiiiE 
Tia r-vcrus Ab domims muscle in one 



line 


& Fascia Transy graalig 

are then picked up as one layer & divided in 

ii«j line of incision 

Alter tho oegmilfl. ot pgrjtgn.eit.'n. the 

cneeuni is pulled to Outside the c Women 

tlcn Taenia coli are followed to the i 

o’ appendix. 


-JvlHpetnJuular. 


© 

wr 





"" 





& Devasculariration of Appendix bv ligation of mese-appcndix including the 


Appendicular attciy 


A aero-muscular burse-string suture 

is applied in the wall of Cnecum around 
arid I cm from the base of Appendix - 


Culled 
u-appcixiix| 
purse striri£ 
suture 


© 


The Basse of Uio Appendix .a then 
crushed 3 Times by a Kucher’* liirvcpi l 
cm apart in between each Crush Then the 
appendix is excised at the Level ot’2" 1 
crush & the stump is steraliacd by 
Rctrfi.nc.--■- 1 


>',8 : If Hit Append It is severely inflamed. 

Crushing of if# base is better avoided 


\ 




® T ho stump of t he Appendix is invagi anted into 
the Caecum and the pure-string sutures arc lighted 

N.B: If the inflammation has reached 

the wall of caecum. Invaginati on is 
better Avoided & covered by greater 
Omen tum. __ 

fli Completed Haemostasis ; the1 the alidnmen 
closed without drain 



K.U: When the case is compile a led by Appendicular abscess. 

A drain must be used. ) 


Comnllcations 


s r 


Oporatlvo Complications 


• Sliock . Infection & pulmonary comphcalionsV 

• Irv He* . ft out bleeding vessel*. 

• l "iu'V of ■ ''" <>rtaiu sttuUi.m as Ileum. < .leeum 



Post-opere ve complications 


<I) Hernia 

• Jncisij i J: From wound infection 

• Piw lyuhviJ. if Ilio-inguinal nerve injury occir 

iU) tM&Lt'AUd* 

It occurs with injur..: •’ of cee -.n'i 

(III) Pfi't-or. ritivc Intert: a' obstruction 
Because of adhesions 














[A] Te mporary : 

• CWKtnM: High Amwcctal malformations or Hirschsprung's disease. 

• Traumatic: Perineal tears or Colo-rectal tents 

• ttmimiv Colo-jecial Tumors- 

• Olher, : To protect a distal doubtful Colo-.ecul Anastomoses 

[B] Permanent : ... 

• Operable Caicin^M: Alter Abdoniino-pcnnenl resection 
, (n ojKrrablc Carcinoma; As a palliative Trcolroent 

* ^viib-. l U**) 

[A] Accordi n g to Indicat ions : 

•CD Temporary Colostomy. 

<2> Permanent Colostomy. 

[B] According to The site : 

•CO Transverse (Sub-hepatic) colostomy. 

© Sigmoid (Iliac) Colostomy. 

® End (Terminal) Colostomy. 

[C] According K> the SteBg : 

•CD Simple loop Colostomy 

© Double- barrel Colostomy |OhsnleteJ 
CD Terminal (Fnd) Colostomy. 

I Now | We will discuss 1 *- 


Temporary. Transverse 8 . Sigpic loop C olostom y 


* | pre-operatlve preparation! 

■ Colonic Anastomosis is liable to disruption. LeiAaga & peritonitis because^ 
© The highly infective content by both aerobic A anaerobic oiRanism 
© Constant gaseous dittcntinn. 


so/i ! J l^nn-vc nutritional status of tire patient. 

■r [2] Bowel r>rei mr»«ion : 

£. AfetAt uiitaHx ■ Enema & laxatives <1 days bctorc operation- 

ft Chemically . 

it- Intestiiral Antiseptics (Neomycin & Mcttomdazole) orally > Jays 
before operation 

© I V Ccphalospnrines & Metronidazole At I imc of anaesthesia 


^ <* 


lcolostomy] 



InUl-Uiil-Halg 


Closure oi coi&sioniyj 

• FHiptica! incision 

is made around mouih of Colostomy. 

then ‘b 

• Mouth of Colostomy 

is dosed by Interrupted suluros in 2 layers 

lr? mlln **» 

Colostomy loop is Freed down to the peritoneum 

without upcnim iltypyptoacum_ 

( N-B ;Trr-opcrahv^ Ercpaifllivn 

Must be done before closure of flic colostomy 


CD Skin V.KCoriari'ttr. i|L' 

® Profan e ; due to redundancy of the proximal limp of /" ' w* 
colostomy. ;* V 

Retraction : If colostomy Is mode under tension ' _ 

Sir nos h- of the oriiicc 
„ ,\cc'on.' ot distal end 

Oi itrurene : due to inadequate blood supply of colostomy 

© Ptira-coloito m\ > Hernia : it tltc peritoneum was not dosed properly u.l tuout: 
colostomy 























I Haemorrhoidai.inmy A operations For AnaI Canal] 




Operation 




Haemorrboidectomv 


, [imHottenl 

(D I .ate 2 '°, 3 rl & 4*' degree piks 
@ Failure of Instrumental treatment. 

® Associa te d Patholog y requires Surgery e.g. Chrome Anal li«ure. 


Pro-operafliiB prepBrailon~~| 


n«e ijAv hetorc operation : repealed enema to washout tectum. 


nil vill.ll 


* Position 


" General or Spinal 11 

[.ithoiomv . Position- 


Dilatation of Anal ephjnctar - . 

By a lubricated fingers up to 4 finger, till the 3 
mother piles are visuilised at 3,7 & II o’clock 
position. 

C A bladder force pa me applied lo catch the 
mucocutaneous junction & then an grtery 
forceps are applied lo catch the fundus of 
piles. 

3 A v-shaped cutis_ma dgmthe.-km opt>^ l te 
welt pile A the pile is dissected up from it s 
fuiKlat till it’s pedicle 





3 pieces of gauze Soacked with flavin solution 
arc intmdueted into .Anus no as lo Cover the raw 


• [posl-Mierallife Care 



Ligated pedicle 


0. Pethidino i$ given I.M eveiy I? hours lor 2 days as Analgesic 
<£ Tho 3 gauzes arc removed after 48 hours. 

© The patient is advis ed lo site in warm baths with Antiseptic 
solution as Dottol (4 timcVd) 


N.n.: p.Bjjam : Is started from 7’ 1 ' day till completed healing 
(About n month) lo preven t Anal stenosis 


Complications 


Q) Haemorrhage- : • Iry duiiiut operative 

• KeaciiuniiT y within 24 hours 

• 2ry After 7 day*. 

/N.B: Fo'troperutive Hayniorriiag 

Y.SrX.Ronunon witli t* 

0 Haemoritioideciomy. 

© Kidney operation* 

0 Prostatectomy 
\_ 0 Tvnsi leetomy. 

© Pain which leads to Reflex urine Retention. 

0 Recurrence : from daughter piles 

©AaalA'rausis : from removal of excess skin & mm in between piles. 
0 Anal Fissure : from incomplete wound healing. 

® ioitir* nf Internal sphincter Incontinence to llirtus or stool'. 



25 


Operation 9 


2 


Operations To r Anal Fissure l 


IlmUc^Ttnns! 


■:> Acute Anal Ifesunt not respond to medical IV-'.intent .■ digital dit 

© Chronic Anal bwmirc. 

" General or Spinal" ^ 


Bnl I.ithntomv Position 


A Vv i 

AVy 







* tstegsj i Tho Aim is. 10 obtain complete relaxation of Internal sphincter to 

allow lien ling). 


lA) Cloned l-lcr.il Internal. 
Sphincterotomy_ 



Hnniifccioniij & posterior. Internal 

Sphincterotomy 



V sliape incision 


<• Saline-a d renaline (i. 1 700,000) 
sol. is injected around the internal 
anal sphincter 

O The sc al pel is introduced at the 3 
O'clock position through (ho skin 
in between the internal & external 
sphincter & parallel to them 

O The scalpel is then rotated 9<^ 
towards the anus to divide ihe 
internet! sphincter up to the level of 
Dentalc line 


6: Pressu re by the l.t index 

inserted into the anus on Ihe site of 
sphux trotinty helps to rupture any 
undivided fibers & to induce 
Imei no stasis. 


G. Dilatation of anal sphincter hy 

lubricated fingers up to 4 fingers. 


AlV-ahapod) I ncision is made in the 
skin oposite live fissure including the 
skin tag 


a Dissection 16 carried ou t in the 51 C 

tissue and subnuicosB below- the fibrosed 
edges of tire fissure, till reaching the 
dentate line, then excise the Fissure. 
Anal polyp & sentinel pile 

« The internal s phincter is cut in the 

bed of the fissure (posterior lot. 
s'phinarotoiuy) 


Complications I'v ^ 


(I> Injun- of Anal sphincters. 

© Harniatomu ”. 

Especially with closed 
lateral Internal sphincterotomy 
























Renal Incisions 


[1] Lumber (Morison*3) Incision : 

■WctW. 

Incision extend.' from the renal ancle to a point 
(2 ux.'iol above A.S I .S nt Anterior Axillary line 


i'Vb. : Renal Angle : 'i 

\_ Angie between Sacro spinalis A Iasi Rif\ / 

Layers : 

Skin, $.<' Tissues and muscle layer?. 


/N.D.: Muscle layers : 

* Tllnycr Ext. oblique (Intcwlly) & LnlLs^nus durst (medially). 

* layer Int. oblique (laterally) & Serratus postro-inferior (medially) 

* 21' layer Traiwersus abdominis (laterally) & Luiubai fascia (medially) 


• L'sedfvf : Exposure ul kidney & Vppcj I /3 ureter 
For (I) Ncplirosiomj A Nephrectomy. 

0> Pyeloliihninmy nr Nephrolithotomy 
CP Removal of stone upper 1/2 ureter. 


• Method : 

Incision extending . i:i umbili«'<-3 to dir 
symphysis |"il* 

" liS®J_f ,,r ’ Exposure o' 1 ■»I/’ 'i -tcrA unriarv Ida '• 
for C( .'letnoval f' -.tine lowci l-a ureter. 
CyaUrJitliotoiuy 


[2] Abernathy's Incision : 


• ygtmL: 

Lxislon st arts inches above ASIS on the Anteiioi 
Axillary - lit* & pa."c« downwards and medially 2 
inches above & parallel lo the lateral 2'i ol inguinal 
ligament 


* Vitd lor : Exposure ol >ti\t<l|«- 1/3 ureter. 

For Removal of stone MiAllc !■! ureter 


I | Exposure of the Kidney 


1 Approaches 


(i) Posterior (Extra-peritoneal). 
© Anterior (Tnuts-peritnneal). 
For Trauma A Tumors 


TT Tuteml side , with leg extended, the other ore is flexed at Hip Bid Knee Joint? 

with a sand bag liel ow the opp osit e side to ope n the Rena l angle. 



View From Above 


General 


View Front behind 


» jln clslonj Lumbar (Moroon’s) Incision-► 

Incision extend? from the renal angle to a point 
{2 inches) above A.S IS at Anterior Axillary line 



Purt u rinr <F.xira-pcri «unca 


i perinephric Fascia of 7ukci- landel is opend. 
i porinophrlC Fat t$ dlssectoJ to see the kidney 
with it’s capsule. 

N IL: If fhc.re i».di(Ei;.ul.t)...in.Expo»ur«' • 

Tilt last rib con be resected to 
obtain wide filed. / 


a- Tha Kidney i s delivered Horn the wound arid then dealt with as follows T 




«-^ 

Operation 1 _ _j. 


Mepbrostomy 


* fn ^omia nsl 

© Caicular Auuno. 

® Hydronephrosis A Pyoncphrosl*. 

<X Irremovable distal nlv-l-iK tion : 

as ureteric stricture or cancel bladder. 




INephrostomy & Nephrectomy] 


[ Nephrectomy) 


is cut in a y_-#WI»ed manner. 


As above 


cred by tile 


® Th e CjIvk is sutured and the kidney ti«ue is sutured and ojv 
redundant capsule, 
ffi The Incision is closed. 
d- The Wound is closed ui layer?. 


Kidney is Exposed las usual) 


II’ the kidney is ‘/rossls lUdruntnlirolie 

A self-retaining catheter is 
mlnxluced into (he pelvis oi 
lower calyx tlirougli a small 1 

nephrostomy incision. r'v 


(Cabal's Methai) tsdclK ^ 

<P The kidn 


y is mobilized & An incision is made into the pelvis through 
which a finger is inserted into the lower calyx 
icision is nade in the renal cortex over the finger. 

is put tn The pelvis and Came out from the kidney substance through the calyx. 


(provided the other kidney is well-functioning) 
® kidney. 

® Jrnumatie : Awlied whole kidney. 

® inflwrv&ofy. - - Kc|,al Tn - 

• Pyonephrosis. 

® Sim : '■■■£ sla 8 hora aloac - , . 

<S> Obpruitlye uropaihy. Hydronephrosis, 
dp A '*Qpl*V* - • Hypernephroma. 

- Wilms’ tumor, 

© Other, : as Hydatid cyst. 


Operation 2 


Nepj?rccto?ny | 

I A] Partial N 'epnr eaoinv 


As before 


® Congenital: Solitary eysi of ti e kidney 
® T r aumatic : Avulsion pole 
® MBtWWffla’: l-ocnlired frvusof T B 
® SfMfA Impacted at lower c. -x. 


ex posed (as usual) 


<2> Tho u reter is identified and dividedlai its upper I ’31 
® Tho ped icle is anted and ligated between 
i 2 clomps. 

® The kidnoy is removed 

<£■ Tho wound is dosed in layers over a drum. 


<0 The kidne y exposed (as usual) with ligation o* vessels at kuluia. 
® Tho ca osulo is incised & stripped upwards. 










(Removal of stone through Renal Pel vis) 

I ndications 

© Solitary stone in an Rxtro-renni pelvis. 

© Slone in a calyx which caa.be delivered in ihc pelvis. 


paled, steaded in it's position Then the renal 
pelvis is incised over the stone. 

<ed by a stone iorceps. 
is explored by a mtfal dilator to ensure it's 
patency (No distal obstruction). 


12) Ndphredithotomy: 


(Removal of stone through Renal Parv-Dchv iua ) 



<X> ©"hen the kidney can not be delivered because of adhesions or sbon 
pedicle. 

® Stone in a cortex which cap pot hr delivered in the pelvis 


Broad's, Line 


«• Tho Incision is made Just behind & parallel to “Broth** 
G The stone is removed then the wound is closed. 


(4] Eton oh surgery : (In V. difficult cases! 

The kidney is removed irom the body i« Nephrectomy and dealt w it-'- outsjdr. i 
body and then re-imp! anted “£ain. 




Complications of Kidney Operations | 

[a] [Operative Complicationsj 'J - - 

• Shock. Infection & Pulmonary Complications. 

■in Hoc From renal pedicle. 

• .,(important stnniures ui 

CD peritoneum-* peritonitis. 

Q> Intercostal vessels -> bleeding 

0> Intercostal nerves •> paralysis of Rectus Ahdommis 

® Duodenum & colons Fistula 

[b| j post-operative Complications | 

• ILtcmonhage (2ry or Reactionary) 

•Infection -» Pcrt-nephric abscess. 

• Recurrent stones. 

• Urinary fis t ula: if there is distal ureteric obstruction. 


jin iixptwmrc of tin- ureter 


Upper 1/3 Ureter: Though lumbar morixkm incision (at renal operations) 

Mid t/3 Ureter: Through abemathy's (Iliac) incision. 

Lower 1/3 Ureter; Through midline supra pubic from umbilicus to symphysis pubis 
(as urinary bladder operations) 


s_^[~Opera ff on 4 ^ 


Oreterolitj)oton)>' 


(Aberoatby’s operation) 


St one midd le 1/3 ureter with hailui* of medical * Instrumental Bwuncnt 

* |POSHiOn| Supine'viih the side oloperation is raised 20'. 

* j^naesthesial -General- i.y"\ j 

* InCiSlOn | Abrrnuthv Incision ---►N ' / 


>noal then bek-d h> a rising forceps 


© Tho urel 






J Finally a Uiciltctal foley's> catheter is inserted 




C, s,»„ Frostat ism Sever frequency. Severe dnbbl ing of unne or Weak stream. 
tfl C'mnnltcatcd P ro statism: more than one attack of Acute unauion ' lac.-mtucr-i A 
back pressure on kidney. [ V*/ T 

© Residual urine > 200 cc I 7 ^ ) 


FntU»stople Soigerq ] 

Trana-u r ethral Resection [TOR]-" ► 

•using the vy>lV:WS«.‘‘*‘ : ‘»P c - the prostate is 
removed piece by piece using Electric cutting 
•It is ittc ypcration of clioicc for the majority ot 
patient, the only limitation is large adenoma 
because ofhazantous result. 


|Ol>en SnrgcfB \ 

© Tran8-V08icol Prostatecto my: Fte CD 

llwough a midlinc supra-pubic incision The 
urinary bladder is opened, the index finger is 
inserted into the bladder neck, and so die 
adenoma is enucleated then the Haemostasis 
occur. 

Finally: Closure of the bladder over a 

Holey’* catheter and supru-pubk IMhe 

Q) Retro-pubic (Millin’s) Prost a tectomy: Fig® 

Through a midlinc supra pubic incision, the 
rctixv pubic space is exposed (by cutting) the pubo¬ 
prostatic Ligaments. BuJ bladder is not Opened, the 
Adenoma is enucleated and Haemostasis is secured 
imdervision 


symphysis pubis 


• supra-pubic 
tube 


[c*HDllcatt«M el Surgery [ 


© 


© IHcedint; * clot retention V ["TT ~ 

© jn-y mlncnce in 1 : 10.000 because of damaged internal * *8- «> 
sphincter. • *7.17. 

O railt l.iaculatian m bladder because of § / 

damaged internal sphincter. 7 /XJ 

© Infection -> Urethritis Si Cy>tiic» r ‘ite 

<S> Urethral Strict art it '.X 

© I mpotence due to injury cl pudendal nerve . - -*■ 

fibers in the region ot posterior urethra. ‘ 


Foley's 

catheter 


symphysis pubis 







No Anaesthesia below 1 year 

but General Anaesthesia above 1 year 

Poniiadi 

The knees arc held Hexed & abducted by an assistant 


<l>Th9..P.r®P.use is.retracted till the Corona is 

seen then the glans is denned well from smegma 


©.The P.repuse now Is returned in place over the 


fc’lani by 2 forceps applied to it's edge. 


^Thft Prepuce te.PUlled towards and h.»ne cutting Inrcep* i-. pplkd it 
flake c«e to injury the glans| \\\ / 

The n maintain it lor I min. to crush the vessels A 

to obtain good Haemostasis _ J) . JC 

Finally tbe petpvvc is excised by a scalpel distal to ~ ] '*■ 

boncetminB forceps 


MfJW® The plans is .protruded through the cut vd, * 

Apieces of is applied circnmfrenttally to the site 
of circumcision after being moisted by Tine Benzoic to 


lCircumcision] 


□c 


Children (>• 2 gears) & Adult 


pj yaectina Method 

N ’ B: SfSSS^-t post^t,, erection with Adult 


Gencrtil Anaesthesia, for older children (2-12) years 
Sp.tori.AMWUlMi.fJ • J ° r Adult > 1? year* 

Wtob&illniiUsl* UtfMMfi 

Because it is formed of <2% Xyloen.n) Adrenaline which is 
Vato constricting of all penile vessels-* gangrene of the glwti 


Supine", 


©4 (& Same j» Bone Culling Method. 

'IThq doreum of.ttte .prepiiqe. I? Slit 

tiy A scissor til! the corona of the pcni3 is seen, 
the prepuce is incised Circumfrcntially at the 
level of corona 

©The Bteqdltta .yoaoo.l.s a re Lfgated, 

L'ndervUion espec ially the lltwnular artery-- 

S The mucosal atiimp. p.f .excised prepuce is 

approximated w the skin of penile shall by few 
Interrupted sutures 

© Finally, A R;bbon ct Soakcd l " ,h 

Tine. Benzoic compound 





■\>r 

Vis 








Operation (I) 


I Operations for U i)de&cended Te&tis 

Orchldopexy 

* [indicationsj 

Surgical treatment is ihc only treatment of mu st cases. 


Ii is now regarded as acceptable to operate in the child's 2’ 


* lAiiHeslhesta | General 


to open the inguinal canal 


(A) M9MJffltf.9A.ef V«*.d**»o.ro.n»^J«».t|.cul.ar y®s.8®l8 : 

• .Any Associated hernia is dealt with. 

• Cord donation by dissecting it high up and cutting any anchoring band 

• Inferior epigastric artery may be divided to abolish angulation of the vas 
around it. 


is to gain length of spermatic cord 
help testiculm descent 


•B) .F.ixa»pn .8 Ref8!.r | .in9.*.h®..C! , .9.W.I.(??d. |n tho acrotum : 

© I>anos j>ou^h '. by puffing the testis between the skin of scrotum & 
Darios muscle see (tig. ©). 

© tt.CVBtC.WtfVM • A sitch is passed from the tunica albuginea 10 the 

skin of scrotum Sue (Fig. ®). 

® Ombredanne's oper a t io n : The mobilized testis is brought through sn 


Oi«breda nwe's ope ration 


Bilateral Arrested Testi3 : 

Bilateral Orchidop-rxy is not recommended. So one side is done of n 
time A: the other one after b months 
























f operations for Undescended Testis & Varicocele 

* Klanaflomenlol Difficult fuss.: 

The difficulty usually arises from short testicular artery. 

Thu can be dealt with by one of the lpllo^memeHt(nLs **> 


The Testis is brought down in more than one Stage. 

<2> Fowler stave n' e operation : 

High division of testicular voxels provided that the lestis is supplied o»o by 
the artery of vas. 

Qi Micr o -vascular Technique : 

Division of testicular vessels Asa anastomose them to inferior opigastnc 
vessels using micro-surgery 


I he lesiis is placed within the Abdomen, th.isjsjoaejf the other testis was 
temoved and the mobilised testis can't hy broughl down to the scrotum. 


I Operation (2) , 


Operations for Varicocele 


* IndlcalU 


® Large sized nainful varicocele. 

© Serious depression of spermatocele (oligospermia). 
(S Failure of medical treatment. 


| Anat,s lhBsla| “ General or Spinal" 


* |POSlt>Bll) Supine C--' 1 '. _ _ —-i 

* Mclridnl ^ Approaches can he used ; ~ v 

[ I ] Scrotal Approach : L 

i.e Through scrotal incision-- 

[sirpj (•'» «|BJ 

(A) Multipl e ligature (Delta operation) 

<r. The pampiniform ploxua is exposed, then the anterior 
Cioup of veins arc ligated at their junctions (DelW points! 

(XU .: JJo veins aic excised . 

C>> Tho Tunic a vaginalis is then opened- 

y.jp ? lo«»i(l post-opeiative(2ry)Hydinoek. 





/ Operations for Varicocele! 


(B) Trans 


<X> Tho Pampin iform ploxus i» exposed then tlx anterior group 
of veins are caught by Kud.tr 1 > Forceps 
OS Tran s-flxatlQD by (strong catcut) is done for both cut end. 

The ven ous Plexuses arc bgptjd i" between them. 

T The 2 l igated ends arc tied together to ckvalc the I cslicle 



The Tunica vaginalis is then everted 
why? To avoid post-operative < 2 ry) hydrocele. 


[II] iriguinal Approach 


i.e. Through inguinal incision T 


(D The Canal is opened & yp yrnatk cord is 
delivered 

& The Va-t & It's arte ry with 1 or 2 veins arc 
carefully separated from tlx main mass of 
dilated veins which are divided at internal 
inguinal ring 

cP The Tunica vaalngi m is then evened 

why' IT) avoid post-operative (2ry> hydrocele 


[III] Pl Me Approach op.. n)| 

i.e. Incision is made 3 cm above the Icwl of neet ring 
* Tli. C O ApponcuiosisA tLv muscular libujsaiv 

separated -► f 




/ Operations fur Varicocele & hydrocele / 



G'. The Peritoneum b swept upwards. vein 

<J> The Testicular veins , which nl thb level one or two in > 

numbci arc csr*>«d * ligated . 

\S0rjjho.Ad.Win.W5W..Pf Paloma’s Operation : " 

No Fear of endangering the Hood supply of The testis 

(even it the testicular artery is divided, there is still adequate blood 
supply to the testis lhroit£li cremasteric aitciy « artety of vas, which 
can not tx injured at this level. 


CD lit hawh of the Testis : 

If accidental ligation of both artery of va* & 
tesucular artery. 


Due to improper teclmiqoc. _ 


--i A Op 


Operation (3) 


Operations for Hydrocele 


The Ideal Treatment of lry vaginal hydrocele. 


'General or Spinal" 


[Pnslllonl Supine 

jlBClSlOnl lran»v.i 


helwevn skin vessels 




( 1 ) bversion of tte Tunici 
<2> F<ciston of (he Tunica, 
a Plication of the Tuition (Lord's operation). 

[ I ] Eversion of the Tunica : 


(U Small Hydrocele. 
(?) Thin wnlled. 

® .Von recurrent 



(C The Incision is Carpfully d oopenod until the I lydrocele sac is reached 

® A llne of cleavage immediate!) external to lhe hydrocele is found then 
followed in oil diroeliuns it continued .'round the iM.. 



* Ihg.sac h incised & eve.-ted then sutured continuou5.ly behind the epididymis.. 


is closed over a dram. 



l o brine tfw visceral layei of tunica immediately under the scrotum 
Ihuximy fluid formed will he drained by lymphatics of the scrotum. 


S', emntic cord 


bpididymis 


•0 Removal of drain atT:- 2*4 h uurs. 
® Removal of stitches h (law. 



® Larne Hydrocele. 

© thickened. Fibrosed < '’allifted snc 
(£ Rv.-urrtaH I Ivdtuojlc. 


®. © A © As Eversion oi l union. 

g) Tha Tunica is excised closed n> it’s refl«wiu«i onto 
Ihe epididymis and the bleeding points are secured 
then IIImny ■•oiitinnoii.'C locking suture ol fine 
catgut is then inserted dll around the cut mttffiin-ta 
icducc subsequent bkcdiilfi. 

$ The wound is dosed over asbas- 

i c uerailvei 

(D Removal of drain after 2d hount 

< 2 > Removal of flitch*, after 5 days 


[III] p licati pn oft he T MO ica (Lord’s operation) 
* [indications! 

NOW. the operation of choice when the tunica is DPI thickened 


<D A small Incision is nude through al! layers, including 
like tunica. 

ffi- Tho Tostis is allowed to prolapse through the wound su 
that ihe tunica is totally evened 

OI A scries of 10 - 12 cat nut suture s ore taken radially 
from the cut edge ol‘the tunica to die reflection of 

the tunica from the testis and epididymis. 

© The Testis is pushed in. I s 

© The wound is closed without drain. j 

A&aotaggiJ 

. No . issue ditttOiU:. \ , __v. 

• No Bleeding. 

• Nu Rcaediuuu:. ociien'.u . . 

« (No Recurrent 



vM 


































Tracheostomy 



• &flKffiM<''<Ki«caiial Laryngeal web 

• TNUUff.tife. - Injury to the brynx. 

- F.B in the larynx. 

“ fMW.mfM>::‘cluonic stenosis following T B. 

• iVflWfti. carcinoma oHhc larynx 

• Quiff®: Oedema of glonis 2ry 10 diphtheria 

[2] Lower Respiratory Tract obstruction : i.c Secretory obstruction 

For repeated aspiration of secretions Irom I lacheo-bronchial Tree, if the 
patient can not gel rid of it 
eg CD Prolonged Coma. 

© Paralysis of RcspIraiory mUKlM ^Hb (a) Poliomyelitis. 

(b) Diphtheria 

(c) Myadienia gravis. 

<5 Severe Chest in]urics eg | : lai) Chest. 


[3] Prophylactic i.e. No obstruction 

As I? step in extensive surgery of Mouth, Pharynx £ larynx 
to prevent inhalation of blood during operation 
[flnaiiftfieslal “General or Local"<l% Novocain with Adrenaline). 


* |PoslJon| Same as for Thyroidectomy 


Verrk.l niidlWf in the Neck 

from cricoid cartilage to Supra sternal notch, 

cutting. (n)7»kin 

<h> Platysma 
(c) Deep fascia 


<D The Pra- trachaal muscles an 


:’ed to tlx* sides of incision exposing 
the isthmus of die Iitytoid ular.il. 


pose thcTia uca 

n tho Trache? (between V 1 A d* rings) After hooking tile cricoid ca-tilagr 
upwards to fix the Trachea 


between _ ;kockcr’t forceps) this wi 





<T> Scmi-a lni ng_ position ui avoid cough & choking. 

G, Frequ e nt auction ot secretions. 

© Humidification of inspired ait avoid Tracheal imluuon. simplv by applying a 

layer of wet gauK at the opening of the tube 

fD Tpe Innor Tube . Should he washed by sodium bicarbonate fih I iTMOW 
accumulation of swiction aa'und it 


CamtHIcatiBas 1 

(i> Blooding from divided Isthmus of the thyroid ybnd. 

! 

® Woun d Infection 



Neck Irvin air leak > ruoiid tube 


® Tra cheal Fistula: may persist .liter removal of the 1 ubc 









Rib Resection 


(ficBtlon: 


lib. Osteomyelitis. T.B or Tumors 


For mandibular reconstruction 


«.g (a) Drainage of Empyema 

(b) Exposure of kidney. 

(c) Cervical Kib syndrome. 


General or Local 


Supine 


is incised in the same direction 


by periosteal Elevator 


Is passed around the rib from below upward* 

(to avoid injury of Intercostal Neurobun:!les t 
iii the posterior periosteum is snipped also 

' Rib which 19 non d evoid of it’s periosteum is 
cut using Kjbbhtar 

Anterior periosteum is then sutured & the wound 
is closed 


N.B: In cervical Rib : Remove the rib with it's 
Periosteum rn prevent it's regrowtb 


® Injury to intci-costal 
nerves A vessels. 



Other Operative TflIK 

“ See Surgical N otes'* 

(l)GENERAL 
SURGERY 
VOL. 1 


Vo unds : 

Management of Lacerated wound in the 1 
Management of Lacerated wound in the c 
Management of cut wrist. 

Management of stub wound in femoral A 


How 10 cover a skin delect 


treatment of Mastitis & Acute Breast Abscess 

Thyroid: . ' 

Treatment of 1 ry <Sc Try Toxic goitre 
Treatment of Malignant Thyroid 

Ischaem ia : 

Management of Acute limb Ischaemia 
Management of Aneurysm 

Lymphatics : 

Management of Told Abscess in ihc neck 

Hornia : 

. Treatment of strangulated femoral Hernia 

Hoad & Neck . 

Principles of Treatment of Cancer Lip _ 
Principles of Treatment of Cancer longue 


(2) G.I.T 

SURGERY 

VOL.2 


WL/i 


Management of CHI’S 
Management Ol Duodenal ulcer 
Management ol perforated P L 
Management of Bleeding P.U 









Management of pyloric stenosis in Adult 
• Treatment of cancer stomach 


* PortaLHXBSEtensjon : 

- Management nf bleeding oesophage.il varices 

* Spleen 

- Management oi stab woutfcl iii Li Hypocltondiiiuu 

- Liver : 

- Management ol slab wound in Rt. UypochondniB!i 

* J aundic e: 

* Management of obstruct! ve Jaundice 

* Append ix : 

• Management of Acute Appendicitis 

* La ra 9 l ues tin*: 

• Management of Colo-rectal Tumors 

* Intestinal obstruction : 

- Management oflleo- Caeca] Intussusception 

‘ Small Intestipe : 


- Management of Imperforated Aims 


1 

KSftl 

(3) 

SPECIAL 

SURGERY 

1 



V0L.3 

1 





[II Urology : 

- Management of Retention of Urine 

- Treatment ol’Urinary Stones 

- Management of Cancer bladder 

[II] Orthopaedics: 

- Management of * Clavicle. » Humerus & Code's H 

- Management of« Pelvis. V femur & Pott's ». 

[“I) Chost l”l»nos: 

- Management of tSuckiny Cbest Wound) open pneumothorax 

- Hetimotlioiux 

[IV] N9ji_r.CL.S u rfle r y: 

- Ticatinent of Compound depnwd fracture ol'puricval region 

[V] Pen B .h £ raL Nerves: 

- V aiuigement ol peripheral nerve injuries 


With my Best wishes 
Pr. VacI Metwaly 




